benefits to the patient are often considerable; he is able to look ahead, and his digestive, cardiac and respiratory functions are all improved. A lateral wedge osteotomy of the lumbar spine may be safely employed in scoliosis (Roaf 1955 ) and a posterior wedge osteotomy is used for kyphosis, in particular in ankylosing spondylitis. Smith-Petersen originally described a technique for spinal osteotomy with rapid correction, but in the last few years I have employed a slight modification, which is, I think, safer and less likely to be followed by complications such as ileus, nerve stretching, damaged blood vessels &c. Basically, the operation is performed with the patient lying on his side as this makes the anesthetic a little less difficult. The spinous processes, laminxe and articular processes are excised until the dura is exposed; the nerve roots are identified at the level of the second or third lumbar disc, and a wedge is cut through the disc and adjacent part of the vertebral body until the anterior longitudinal ligament is reachedthat is, the wedge is cut in the spinal column with its apex at the anterior longitudinal ligament (Fig 1) . The patient is then placed on a previously prepared split plaster bed (Fig 2) and his spine is gradually straightened during the next fourteen days. At the end of this time the stitches are removed and the patient is placed in a hyperextension jacket. Some 50 degrees of correction can be obtained without any risk.
A similar operation with a lateral wedge is used for scoliosis. MrWHTuck (Royal National Orthopedic Hospital, Stanmore, Middlesex)
Supports
The pattern of spinal. supports has changed over the years, due to different techniques in treatment and surgery, and also to direrent materials now available, and designs in manufacture. Many spinal supports formerly used are rarely prescribed to-day. Examples are the Chance's support, with or without head support, fitted with pressure plates; the Protheroe Smith support for lateral curvature; the poroplastic jacket made of a felt material about i in. thick impregnated with a wax-like substance, moulded to a plaster cast. The poroplastic jacket was adjusted to the patient's needs by using the steam from a suitable kettle, but this and the excellent celluloid spinal support have now been supplanted by plastic supports, which are very much quicker to make.
Looking back over many years at the Royal National Orthopxedic Hospital, I remember scoliosis being treated on a Fisher bed, with the patient suspended during the day from a gallows to which a halter was attached with arm pieces. The rack at the back of the bed was turned to increase the suspension each day. After this treatment the surgeon usually prescribed a Fisher support or a moulded jacket, which certainly would hold the spine in the position required, but did little to correct. Sometimes Fisher supports (3) Corrective: The corrective type of support is used: (a) To prevent a progressive increase in deformity during the period of rapid growth, in the hope of avoiding surgery, or in the cases of children too young for surgery. (b) As a retentive or holding appliance to prevent recurrence of the deformity following surgery. (c) To overcome weakness and instability in older patientsand also when used with padding, to give a good cosmetic appearance.
For scoliosis the Milwaukee support is most effective, and even this support has many modifications. For post-operative cases a plaster cast is taken with the patient lying on a table with the legs supported up to the coccyx, the head being supported by a head-rest fitting under the occiput.
A 6 in. wide calico bandage is arranged to form a sling under the shoulders, to be attached to a cross band from an overhead traction.
A nurse should sit at the head end, to support the head and shoulders, and the cast taken in this position will assure a good moulding over the Fig I A Fisher spinal support hips. Milwaukee supports need frequent adjustment to assure that the pressure under the occiput would be fitted with racks to try to correct the curve, but this was a most difficult procedure and very few appliances were made this way. Adam stays and Goldthwaite supports were used for the less severe cases.
Appliances for spinal deformities come under three general headings: (1) Supporting. (2) Immobilizing. (3) Corrective.
(1) Supporting: These include flexible corsets, also light, metal-framed supports, which are used forback strain and postural faults. The lumbosacral support (L/44 and 45 on the Ministry Standard List of Appliances) is perhaps the most prescribed support of any. The Goldthwaite and Jordan braces are also ordered in fair numbers.
These supports naturally limit movement in the lumbar spine, but they do not entirely immobilize the spine. It is important under this heading to include the special spinal corsets for scoliosis, which also have a high cosmetic value.
(2) Immobilizing: These supports are prescribed when the spine is affected by tuberculosis, severe traumatic lesions or kyphosis. For the latter, it is only necessary to support the lower part of the spine by a moulded support of leather or plastic made on a very carefully made plaster cast. The Fisher support illustrated in Fig 1 is Fig 2 shows a patient with poliomyelitis, fitted with a Milwaukee support attached to double instruments to thigh. In this case, the moulded leather pelvic support has been extended well over the buttocks. The pressure plate over the scoliosis on the left side, and the rotation strap and pad on the right, should be noted.
The Barr-Bushenfeldt turnbuckle brace is designed to correct pelvic tilt resulting from imbalance of muscles in infantile paralysis. The brace is made to a plaster cast. The main features of this brace are that the upper plate fits below theshoulder and when the turnbuckle is tightened the plate moves upwards and inwardsgiving pressure on the upper ribs. The lower plate moves inward and forward against the convex side of the curve. Both plates are fitted to a back lever attached to a very well moulded pelvic support which in all braces forms the basic part of the support.
In all cases the final decision on the type of support required must be made by the prescribing surgeon or physicianand it is the duty of a good appliance-maker to construct the support exactly in accordance with that prescription.
